The no-reflow phenomenon is an uncommon and critical occurrence which myocardial reperfusion does not restore to its optimal level. Several predisposing factors of the no-reflow phenomenon have been identified. However, at present we know little about clinical predictors of no-reflow after percutaneous coronary intervention (PCI). Objectives: In this study, we evaluated clinical predictors of no-reflow phenomenon after PCI in patients with acute STEMI, to plan a better treatment of these patients. Patients and Methods: During an 18-month period, from 2013 to 2014, 438 patients with acute myocardial infarction (AMI) presenting within the first 24 hours from symptoms onset were treated with primary PCI in the Rajaie Cardiovascular Medical and Research Center. Thrombolysis in myocardial infarction (TIMI) flow was measured in all patients on the first angiography, following stenting. A total of 49 patients were allocated to the case group, based on the no-reflow phenomenon occurred during primary PCI (TIMI grade 0 and 1) and 50 patients without the no-reflow phenomenon (TIMI grade ≥ 3) were randomly selected, as the control group. They were evaluated from the point of demographic variables and also infarction territory, pain duration, maximal ST-change, left ventricle (LV) function, laboratory data, coronary anatomy, culprit vessel, location of lesion, target vessel diameter, lesion length, eccentricity, thrombus grade, tortuosity, lesion angulation, bifurcation, predilation, postdilation, thrombus aspiration, number of stent, in stent thrombosis. Data were then analyzed with the SPSS statistical software. Results: Mean age of patients was 59.47 (SD = 12.48) years, of which 75 (75.8%) were male and 24 (24.2%) were female. Based on univariable analysis, white blood cell (WBC) count, pain duration, LV function, maximal ST-change, thrombus grade and eccentricity were identified as predictors of the no-reflow phenomenon. After multivariable logistic regression: WBC count and thrombus grade remained the significant independent predictors of the no-reflow phenomenon (P < 0.05). In case group, slow-flow was seen in 42 (9.5%), while no-reflow was seen in seven (1.6%) patients.
Background
Primary percutaneous coronary intervention (PCI) is a reperfusion strategy used in patients with acute STsegment elevation myocardial infarction (STEMI), to prevent progression of myocardial necrosis. Besides the advantages of this strategy, there are situations in which myocardial reperfusion does not restore to its optimal level (1) (2) (3) (4) (5) . This condition, known as "no-reflow" phenomenon, happens in several cases (6) . In those cases, even after reopening of infarct-related coronary artery, and while there is no angiographic evidence of mechanical obstruction, optimal myocardial reperfusion is not seen (7) . The no-reflow phenomenon is an uncommon and critical occurrence and, if not reversed, causes a high rate of morbidity and mortality (8) . A study demonstrated that the no-reflow phenomenon after primary PCI is a strong predictor of death extending to up to 5 years after the acute event in patients with STEMI (9) . Several studies investigated predisposing factors of the no-reflow phenomenon. However, at present we know little about clinical predictors of no-reflow after PCI. Considering a steady increase in the use of primary PCI, improving in efficacy of coronary reperfusion after STEMI seems necessary (5).
Objectives
This study aims to evaluate clinical and procedural pre-dictive factors of the no-reflow phenomenon, following primary PCI.
Patients and Methods

Study Population
During an 18-month period, from 2013 to 2014, 438 patients with acute myocardial infarction (AMI), presenting within the first 24 h from symptoms onset, were treated with primary PCI in Rajaie Cardiovascular Medical and Research Center, Tehran, Iran, a tertiary care center for cardiovascular patients. Coronary angiography and primary PCI was performed according to the standard criteria. The thrombolysis in myocardial infarction (TIMI) flow was measured in all patients during the first angiography, following stenting. The no-reflow phenomenon was diagnosed, based on two criteria: 1) reopening of occluded coronary artery and successful stent placement on angiography; 2) TIMI flow grade 0 and 1 on angiography. According to the no-reflow phenomenon definition, in this casecontrol study, 49 patients were allocated to the case group, based on the no-reflow phenomenon occurred during primary PCI (TIMI grade 0 and 1), and 50 patients without no-reflow phenomenon (TIMI grade ≥ 3) were randomly selected, as control group, who were matched in terms of stenting, stent type, stent size, prescription of glycoprotein IIb/IIIa inhibitors and use of predilation.
Data Collection, Angiographic Evaluation and Clinical Follow-up
Physical examination was performed at the time of admission, by the staff physicians. Duration of pain and a clinical history of risk factors, such as smoking, diabetes mellitus and hypertension were obtained. Laboratory data were gathered using white blood cell (WBC) count and high-sensitivity C-reactive protein (hs-CRP) tests. We did not include patients who had a history of myocardial infarction or received thrombolytic therapy. The exclusion criteria were: 1) presence of mechanical failure; 2) Severe bradycardia or 3rd-degree atrio-ventricular (AV)-block; 3) inadequate quality angiograms. Patients were diagnosed with STEMI if they had chest pain for more than 20 minutes and these changes in electrocardiographs (ECG): ST segment elevated ≥ 1 mm in the limb leads and ≥ 2 mm in the precordial leads in at least two anatomically contiguous leads. All patients underwent coronary angiography and the diagnosis of STEMI was confirmed. Diagnosis of the no-reflow phenomenon and slow-flow was made by reviewing coronary angiographic criteria of CTFC (corrected TIMI frame count). Each patient underwent a 12-lead ECG to investigate ST-changes and then a two-dimensionalechocardiography was performed to determine left ventricle (LV) function. Size of lesion and diameter of target vessel were also measured. With 30 minutes before coronary angiography, all patients received aspirin (325 mg) and clopidogrel (600 mg), orally. Then, all patients received heparin (100 U/kg) and angiography was performed using the right femoral artery approach to investigate the culprit lesion. Bifurcation lesions, eccentricity and coronary anatomy were investigated and the presence of single vessel disease (SVD), two vessel disease (2VD) and three vessel disease (3VD) were recorded. Then, by using balloon catheters of appropriate size, percutaneous transluminal coronary angioplasty (PTCA) was performed. The TIMI thrombus grade, based on the Mehta Strategy for Thrombus Management (10) was defined as G0 = no thrombus, G1 = possible thrombus, G2 = small [greatest dimension ≤ 1/2 vessel diameter (VD)], G3 = moderate (> 1/2 and < 2VD), G4 = large (≥ 2VD), G5: total occlusion (11).
Inter-Observer Reliability Study
The 20 cases of all patients were randomly selected and assessed for the inter-observer reliability study of TIMI flow before and after PCI. The TIMI flow was determined by the first physician and then repeated by a second observer. The operators were blinded to each other's examination results.
Statistics
Mean value, standard deviation (SD) and frequency were used in the descriptive analysis. For evaluation the distribution of data, one-sample Kolmogorov-Smirnov test was used. Qualitative data were compared with Chi-squared test. Mann Whitney U test was used to compare quantitative variables. Variables that had any relationship with the no-reflow phenomenon were entered into the multivariable logistic regression model, using the backward variable selection method, which was constructed based on significant variables (P < 0.05) that resulted from the univariate analysis. The Bland-Altman method was used for inter-observer reliability measurement between two observers. The mean determined TIMI flows of these two observers were also compared by paired sample t-test.
Results
Demographic and Baseline Characteristics Results
Mean age of study population was of 59.47 (SD = 12.48) years. From these patients, 75 (75.8%) were male and 24 (24.2%) were female. Smoking was seen in 20 (20.2%) patients. The case group included 60% (12 patients) of smokers. There were no significant differences between the two groups, according to smoking (P = 0.29). Forty patients (40.4%) had a history of diabetes mellitus, and among them, 20 (50%) patients were in case group. No significant difference was detected in these variables between the two groups (P = 0.93). A total of 27 (27.3%) of patients had hypertension, and 55.6% of them (15 patients) were in the case group. There were no significant differences between two groups, according to hypertension (P = 0.46). 
Laboratory Data Results
Laboratory data of the study sample are shown in Table  1 . As can be seen in Table 1 , there was a significant difference in WBC count and also hs-CRP level between the two groups of our study, while the WBC count and hs-CRP levels were 12982.45 (4635.821) and 51.357 (57.4866), respectively, in case group, and 11223.40 (3413.166) and 12.000 (23.9409), in the control group.
Examination and Angiographic Data Results
Mean duration of pain was 2.96 (SD = 1.84) hours and mean of maximal ST-change was 3.23 (SD = 1.07) millimeters. Left ventricle function was determined at 35.71% (SD = 10.20) by echocardiography. The mean length of the lesions, which were observed in patients, was 26.31 (SD = 9.99) millimeters and the target vessel diameter was 3.12 (SD = 0.44) millimeters. Table 2 shows that pain duration and LV function were statistically lower in the case group, while maximal ST-change was higher. Angiography data are depicted in Table 3 . Thrombus grade was 3.73 (1.35) in cases and 2.70 (1.52) in controls, which was significantly different (P = 0.001). Bifurcation was higher in the case group (six (12.2%)) compared to control group (one (2%)) (P = 0.04). Lesions in 14 (28.6%) cases and five (10%) controls were eccentric (P = 0.01). There were statistically significant differences between the two groups in coronary anatomy (P = 0.001). Most of patients in the case group had 3VD (10 (20.4%)) or 2VD (15 (30.6%)), while 40 patients (80%) in the control group had SVD. Two vessel diseases were seen in 10 (20%) members of the control group. We used multivariable logistic regression test to determine predictors of no-reflow following primary PCI. Based on univariable analysis, WBC count, pain duration, LV function, maximal ST-change, thrombus graded and eccentricity were identified as predictors of the no-reflow phenomenon. After multivariable logistic regression, using backward variable selection method analysis, WBC count and thrombus grade remained as significant independent predictors of the no-reflow phenomenon (P < 0.05) ( Table 4) . 
Inter Observer Reliability
Bland and Altman method showed there were no statistically significant differences between determined TIMI flow before PCI (P = 0.57) and after PCI (P = 0.57) by two observers. Mean of differences of TIMI flow for two observers before PCI was -0.5 ± 0.39 (mean of differences ± 2, SD = -1.28 -0.28). Mean of differences between two observed flows after PCI was 0.5 ± 0.39 (mean of differences ± 2, SD was -0.28 -1.28).
Discussion
We found that the predictive factors of the no-reflow phenomenon in AMI patients undergoing primary PCI are: WBC count and thrombus grade. Also, there is an association between developing the no-reflow phenomenon and pain duration, maximal ST-changes, LV function, hs-CRP, bifurcation, eccentricity and coronary anatomy. Pain duration was shorter in the case group. The shorter pain duration, the fresher the clot in the artery would be. Therefore, fresh clot increases the risk of occurrence of the no-reflow phenomenon in AMI patients after PCI. Zalewski et al. (12) demonstrated that altered clot properties may characterize patients with the noreflow phenomenon and might help identify subjects at increased risk of such a complication. Iwakura et al. (13) reported that a short duration pain before the onset of AMI, translates into attenuation of the size of the infarction area, which results in better cardiac function recovery after PCI. Komamura et al. (14) studied the changes in coronary vein flow in AMI patients and concluded that pre-infarction angina reduces the decrease in coronary flow, which helps the reperfusion after thrombolysis. Left ventricle ejection fraction (LVEF) was lower in patients with no-reflow phenomenon. This can be explained by the severity of coronary lesion and occlusion, and subsequently, more damage to the myocardium in case group. Ndrepepa et al. (5) reported worse LVEF at 6 months, in patients with the no-reflow phenomenon, in comparison with the control group. Other studies also demonstrated that, based on follow up studies, no-reflow phenomenon causes malignant arrhythmias, reduced ejection fraction, and increases risk of cardiac death (11, 15) . The WBC count was higher in patients with the no-reflow phenomenon, which may be due to increased inflammation and aggregation of WBC in artery and myocardium. This increases the possibility of the no-reflow phenomenon. The existence of more bifurcations in the no-reflow phenomenon patients indicates more complex lesions, and therefore requires complex procedures (6) . Thrombus grade was another predictive factor of the no-reflow phenomenon, which was higher in the case group. An increased clot volume causes higher thrombus grade and subsequently increases the possibility of no-reflow phenomenon (16) . Logistic regression in this study shows that WBC count and thrombus grade are independent predictive factors of developing no-reflow phenomenon. It seems that more factors that were not investigated in our study can predict the development of the no-reflow phenomenon in AMI. Iwakura et al. (13) reported the number of abnormal Q-waves and the wall motion score as independent predictive factors. Larger infarct size is another predictive factor, which was evaluated in different studies (5, 9, 17) . We had limitations while performing the study. The presence of pre-infarction angina was checked only through patients' records of clinical history, where silent ischemia could not be evaluated. We did not assess the effect of drugs that patients received during pre-infarction period. The WBC count and thrombus grade are strong, independent predictive factors of developing the no-reflow phenomenon in AMI patients undergoing primary PCI. There is also an association between the no-reflow phenomenon and pain duration, maximal ST-change, LV function, hs-CRP, bifurcation, eccentricity and coronary anatomy. Better prediction of noreflow phenomenon would help us to conduct measures to prevent this phenomenon and reduce the subsequent complications. Further studies, focusing on the effect of drugs received during the pre-infarction period, and follow up of the patients are suggested. the data, preparing the manuscript; Hooman Bakhshandeh, data analysis, management and review of literature; Mohammadmehdi Peighambari, conduction of the study; Seifollah Abdi, conduction of the study, clinical data work.
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